Objectives. This research contributes to the "immigrant health paradox" debate by testing the hypothesis that older age at migration is associated with the increased risk of poor health in later life.
I
MMIGRATION and population aging have been the major forces shaping the size and composition of the U.S. older adult population over the past several decades. From 1980 to 2000, the number of foreign-born older adults has grown from 5.3 to 13.7 million (Ruggles et al., 2010) . As these figures are projected to increase (Treas & Batalova, 2009; U.S. Census Bureau, 2012) , the health status of the older immigrant population will figure more and more prominently in our understanding of the health of older Americans (Markides & Gerst, 2011) .
Numerous studies describe the "immigrant health paradox," an often replicated finding that the foreign born, especially recent arrivals, have comparable or superior health to that of the native born (Cunningham, Ruben, & Venkat Narayan, 2008; Markides & Eschbach, 2005; Riosmena & Dennis, 2012) . Still, there is no consensus on whether the immigrant health advantage carries on into midlife and old age. Studies that focus on the general adult population find that the immigrant health advantage disappears within 15-20 years after migration (Abraído-Lanza, Chao, & Flórez, 2005; Antecol & Bedard, 2006; Uretsky & Mathiesen, 2007) . Research that focuses specifically on older adults, however, finds that longer residence in the United States is associated with better health (Angel, Buckley, & Sakamoto, 2001; Choi, 2012; Gonzalez et al., 2009; Lum & Vanderaa, 2011; Swallen, 1997; Wakabayashi, 2010) . Overall, the findings on how older immigrants' health compared with that of the native-born older adults are highly inconsistent.
This research argues that inconsistent findings stem, at least partly, from relying on the age-adjusted estimates and downplaying the differences among the foreign born by age at arrival. Age at migration captures, albeit imperfectly, the degree of health selectivity upon arrival, the ability to maintain good health while in the United States, and the length of exposure to the environmental conditions in countries of origin, all of which have implications for maintaining good health in old age. Young adult migrants who come to the United States primarily to improve their economic circumstances tend to be more positively selected on health than child migrants (who are brought by their parents) or middle-aged migrants (who are usually being sponsored by kin). Compared with those who migrate in old age, child and young adult immigrants are also more likely to accumulate socioeconomic resources necessary to maintain good health in late life. Longer exposure to unfavorable environmental and health conditions may have an impact on the health of the foreign born who migrate at advanced ages.
To test this theoretical framework, I explore the selfrated health (SRH) trajectories after age 50 of the native and foreign born by age at migration using longitudinal data from the 1992-2008 Health and Retirement Study (HRS).
Analyzing health trajectories rather than age-adjusted health differences is crucial for assessing the dynamics of health disparities in later life. Age 50 is considered critical for early diagnosis of many conditions, as regular screenings for various cancers and chronic diseases are recommended beginning at age 50 (U.S. Preventive Services Task Force). Tracking health trajectories of older adults from midlife rather than age 65 is important for assessing health disparities resulting from relatively early onset of agerelated health declines.
My results demonstrate that even though at age 50 all foreign born report better SRH compared with their nativeborn counterparts, older age at migration is associated with a faster decline in SRH afterward and, as a result, a sizable health disadvantage in old age. I discuss the findings and their implications for the "immigrant health paradox" literature and public health policies.
Background
The "immigrant health paradox" literature is inconsistent on how older immigrants' health compared with that of the native born. On the one hand, immigrants have lower mortality and better health on most (but not all) measures (Acevedo-Garcia & Bates, 2008; Hummer, Powers, Pullum, Gossman, & Frisbie, 2007; Jasso, Massey, Rosenzweig, & Smith, 2004; Markides & Gerst, 2011; Palloni & Morenoff, 2001; Riosmena & Dennis, 2012; Smith & Bradshaw, 2006) . On the other hand, the immigrant health advantage becomes smaller the longer the foreign born stay in the United States and disappears within 15-20 years after migration (Abraído-Lanza et al., 2005; Antecol & Bedard, 2006; Uretsky & Mathiesen, 2007) . There is an ongoing debate about the mechanisms behind the diminishing health advantage, as some researchers implicate the loss of protective cultural practices and adoption of unhealthy lifestyles (so-called "negative acculturation") (Abraído-Lanza et al., 2005; Antecol & Bedard, 2006; Uretsky & Mathiesen, 2007) , whereas others emphasize the exposure to hazardous work conditions, stress, and the discrimination that immigrants face in the United States (Carrasquillo, Carrasquillo, & Shea, 2000; Finch & Vega, 2003; Hunter, 2000; Leclere, Jensen, & Biddlecom, 1994) . These findings come primarily from the studies that focus on the general adult population and use cross-sectional data. Research that focuses specifically on older immigrants finds that longer residence in the United States is associated with better, not worse, health outcomes (Angel, Buckley, & Sakamoto, 2001; Choi, 2012; Lum & Vanderaa, 2011; Swallen, 1997; Wakabayashi, 2010) .
Differences in data and methodology often limit the comparability of the results across different studies, but there are also other issues. First, by focusing on health disparities by nativity, the "immigrant health paradox" literature downplays health differences among the foreign born. Such health disparities may be relatively small among young foreign-born adults who are generally in good health, but as the research on racial and socioeconomic health disparities shows, they tend to persist and even increase in midlife and old age (Frytak, Harley, & Finch, 2003; House, Lantz, & Herd, 2005; Kelley-Moore & Ferraro, 2004; Liang et al., 2010) . The diminishing immigrant health advantage may conceal an important fact that although some foreign born are able to preserve good health, others do experience faster than average health declines as they get older. "Controlling" for age or estimating disparities averaged across the age groups may not be the best research strategy if there are potential differences in the timing of the onset and/or speed of the health decline.
Second, there are theoretical and methodological concerns about the common practice of using the number of years in the United States as a proxy for acculturation. The number of years in the United States is highly correlated with age, and these two effects are confounded in most statistical models. Given that the concept of acculturation is not well defined (Abraído-Lanza et al., 2006; Hunt, Schneider, & Comer, 2004) and given that acculturation to negative health habits can be offset by the positive effects of socioeconomic incorporation, it is unclear how much of the duration of stay effect is due to exposure to American society and how much is due to age-related health declines.
Finally, relying on cross-sectional data, as many previous studies do, to assess changes in health status over time assumes a certain level of homogeneity across the cohorts. For the foreign born, it also assumes homogeneity among the immigrants who migrate at different ages, which, as this article argues, is a problematic assumption.
Age at Migration and Older Immigrants' Health
Despite increasing popularity of the life course approach in population health research (Haas & Rohlfsen, 2009; House et al., 2005; Kahn & Fazio, 2005) , few studies have explored how the timing of migration in the life course influences immigrants' health in old age (Gubernskaya, Bean, & Van Hook, 2013; Wakabayashi, 2010) . Age at migration, which is typically defined as age at which an immigrant came to live permanently to another country, can be especially useful for understanding health disparities in midlife and older age. First, by approximating type of migration (e.g., labor and family) and the degree of immigrant selectivity, it helps explain the size of the immigrant health advantage at the time of migration. It also captures the fact that opportunities for socioeconomic incorporation decline with age, which has implications for immigrants' ability to maintain good health after migration. Finally, besides approximating the length of exposure to U.S. society, it indicates the length of exposure to conditions in countries of origin, which may also affect the dynamics of health change in old age.
Age at Migration and Health Disparities at Age 50
Previous research shows that health advantage due to immigrants' selectivity is the largest among labor migrants (Jasso et al., 2004; Palloni & Ewbank, 2004 ) who tend to be young adults. Immigrant health advantage due to selectivity is smaller among those who migrate in older age because middle-age immigrants are more likely to come to join their family members. The "healthy immigrant effect" will be the smallest among those who arrived at very young ages because migration of children reflects their parents' circumstances.
Regardless of the initial health advantage, the ability to maintain good health after migration depends on the ability to capitalize on opportunities for socioeconomic advancement and to avoid the negative influences of U.S. society. On the one hand, older age at migration is associated with fewer opportunities to participate in mainstream institutions (e.g., school or workplace) that facilitate language acquisition, increase knowledge of the U.S. society, and help expand social networks outside the family (Myers, Gao, & Emeka, 2009 ). Older immigrant newcomers' inability to speak English and lack of socioeconomic resources hinder access to health care, exacerbate social isolation, and increase economic dependence on the adult children (Choi, 2006; Reyes & Hardy, 2013; Treas & Mazumdar, 2002) , all of which have negative effects on health. On the other hand, limited acculturation (Treas & Batalova, 2009 ) can be protective of health as lack of social contacts outside of family and coethnics is likely to alleviate "acculturative stress," slow down "negative acculturation" to poor health habits, and buffer against racial/ethnic discrimination.
Previous research also shows that ethnic and racial minority foreign born experience greater barriers to socioeconomic incorporation. Minority foreign born, especially Hispanics, are more likely to be poorly educated, face discrimination, take on physically demanding jobs with no benefits (i.e., sick leave and health insurance), work in risky and unhealthy conditions, and have limited access to nonemergency health care (Carrasquillo et al., 2000; Hunter, 2000; Leclere et al., 1994; Loh & Richardson, 2004) . By contrast, non-Hispanic migrants, who tend to be better educated and employed in professional occupations, often experience improvement in their socioeconomic circumstances, environmental conditions, and access to health care. As beneficiaries of U.S. schooling, immigrant children may grow up to enjoy similar advantages of upward mobility.
In sum, even though older age at migration is protective of good health due to slower "negative acculturation," given the well-established strong relationship between socioeconomic resources and health (Elo, 2009; Pampel, Krueger, & Denney, 2010; Singh & Hiatt, 2006) , I expect that those foreign born who arrived at younger ages will maintain better health by age 50 because of greater opportunities for socioeconomic incorporation. Compared with Hispanic foreign born, non-Hispanic immigrants who face fewer barriers to incorporation will be more likely to preserve good health and maintain their health advantage over the native born. These hypotheses are summarized in Table 1 .
Age at Migration and Changes in Health After Age 50
Because of initial health selectivity and low prevalence of health problems at young ages, most immigrants will likely maintain better or comparable health to that of the native born by age 50. But when it comes to changes in health in later life, cumulative disadvantage theory suggests that the existing health disparities will increase over time (Dannefer, 2003; Singh-Manoux, Ferrie, Chandola, & Marmot, 2004) . I expect that those immigrants who have the smallest health advantage at age 50 (e.g., those who arrived at older age and Hispanic foreign born) will experience faster health declines after age 50.
According to the "weathering" hypothesis, health will deteriorate faster among disadvantaged groups because of the accumulated insults across the life course (Geronimus, Hicken, Keene, & Bound, 2006) . Regardless of their health status at age 50, immigrants subject to greater environmental health risks for longer periods of time-either in their country of origin or in the United States-will experience faster health declines after age 50. Because most immigrants come from less-developed countries where the environmental health conditions are worse than in the United States (WHO Global Health data), I expect that older age at arrival will be associated with faster health decline after age 50. Similarly, those immigrants who were exposed to unfavorable health conditions in the United States, such as Hispanic foreign born who arrived as young adults, will also experience steeper health declines after age 50. Table 2 summarizes the expectations with regard to the rate of health decline after age 50. Note. "+" indicates health advantage (and its size) compared with the native born; "0" indicates no difference from the native born; "−" indicates health disadvantage (and its size) compared with the native born.
Education and Health in Later Life
Often referred to as a "fundamental cause" of health (Link & Phelan, 1995) , socioeconomic status is perhaps the most important health differential (Elo, 2009; Pampel et al., 2010; Singh & Hiatt, 2006) . This article focuses on education because it is acquired relatively early in the life course and, unlike earnings or occupation, is normally fixed by young adulthood. This reduces the possibility of reverse causation, as health is less likely to affect education of older adults compared with their employment status or earnings. Most importantly, education plays a significant role in delaying the onset of age-related health decline (House et al., 2005) , so I expect that higher levels of education will be associated with better health at age 50 and beyond. Consequently, because of the lower levels of education of some foreign born, controlling for education will reduce health disparities between the immigrants and natives, especially among Hispanics.
I also expect that education will have smaller effects on the health of the foreign born (Goldman, Kimbro, Turra, & Pebley, 2006; Riosmena & Dennis, 2012; Turra & Goldman, 2007) . First, because of the selectivity of migration, healthy individuals are more likely to come to the United States regardless of their education levels. Second, the limited schooling of the foreign born often reflects poor access to education in the home country rather than substance abuse, criminal activity, or health problems (Bean, Brown, Bachmeier, Gubernskaya, & Smith, 2012 ). Yet, the educational gradient in health is likely to be even smaller among those who migrate in old age. Apart from the lower health selectivity of family-sponsored immigrants, the worse health outcomes of better-educated older foreign born may result from relatively long exposure to unfavorable environmental conditions in their home countries, unhealthy habits (e.g., high rates of smoking among men), and the difficulties of socioeconomic incorporation in the United States due to advanced age.
Immigrants' SRH in Old Age
Although the proposed theoretical framework can be tested with different indicators of health, this research focuses on one measure-SRH. Self-rated health captures subjective general health status, and it is widely used for quick and easy comparisons of different groups. Even though SRH lacks the precision of clinical diagnoses and may be subject to cultural influences (see Discussion), its validity is established by its proven ability to predict mortality (Ferraro & Kelley-Moore, 2001; Idler & Benyamini, 1997) .
Previous research found that despite having more favorable health outcomes on other measures, immigrants often report worse SRH compared with the native-born non-Hispanic whites (Huh, Prause, & Dooley, 2008) . Among the immigrants, Hispanics report worse SRH than other foreign born (Angel, Buckley, & Finch, 2001 ). For Hispanics, being foreign born is associated with higher odds of having poor/ fair SRH health, although it is often explained by lower socioeconomic status of Hispanic immigrants (Borrell & Dallo, 2008; Bzostek, Goldman, & Pebley, 2007; Finch & Vega, 2003; Kimbro, Gorman, & Schachter, 2012; Markides, Salinas, & Sheffield, 2008) .
Similar to the findings on other health indicators, some studies conclude that SRH declines with longer duration of stay in the United States (Acevedo-Garcia, Bates, Osypuk, & McArdle, 2010; Finch & Vega, 2003) . Research that looks at older adults, however, either finds that longer residence in the United States and younger age at arrival are associated with better SRH or detects no significant differences once the socioeconomic factors are taken into account (Angel, Buckley, & Sakamoto, 2001; Choi, 2012; Gonzalez et al., 2009; Lum & Vanderaa, 2011; Wakabayashi, 2010) . No previous study has explored how age at migration is related to changes in immigrants' SRH in later life, which is the major contribution of this article.
Data, Measures, and Methods
This research uses the RAND HRS Data file (RAND HRS, 2011), a harmonized across years data set that includes information from the five entry cohorts of the HRS, which were interviewed between 1992 and 2008. More detailed description of the HRS can be found elsewhere (Servais, 2010) . The analytical sample consists of all primary respondents who were age 50 or older between 1992 and 2008, participated in one or more waves of the study, and have complete information on the dependent and the key independent variables. Spouses were excluded from the sample to meet the statistical assumption of independence of observations. A small number of respondents who entered the study before age 50 did not contribute observations until they become age-eligible. The attrition due to non-response and death of the participants is around 2% and 20%, respectively (Table 3) . By design, the data are unbalanced, with each respondent contributing from 1 to 9 observations (5.5 on average). I transform the data into a "long" form, which results in the 155,465 biannual personobservations on 29,090 individuals.
The dependent variable-SRH-was measured with the question: "Would you say your health is excellent, very good, good, fair, or poor?" The responses were reverse coded so that higher values represent better health (e.g., 1 "poor" and 5 "excellent"). The question was asked in every wave with consistent wording over the entire study period.
I use a series of random-intercept two-level linear models with the maximum likelihood estimation. These models are preferred over ordinary least square regression models as they account for correlated errors resulting from repeated observations on the same individuals. Random-intercept models are also preferred over fixed-effects models because they better account for the interindividual differences in SRH. Assumptions are that SRH varies randomly around the population mean at age 50 and declines linearly after that. Although a square term for the time variable (age) was statistically significant in the models for non-Hispanic adults, it did not substantially improve the model fit, so I opted for a simpler and more parsimonious model. The time variable is the respondent's age at the midpoint of the interview period; it is centered at 50 for ease of interpretation.
Most time-invariant demographic variables (such as sex, race, Hispanic origin, education, place of birth, and year of migration for the foreign born) were assessed during the first interview. Race is a three-category variable that distinguishes between whites (reference), blacks, and "other" races. Measured in years, education is centered at 12. Year of migration was extracted from the original HRS public use data files and merged with the RAND HRS data. The question asked "In about what year did you first come to live in the United States?" Age at migration for the foreign born was calculated using the year of birth and the year of migration variables; then a categorical variable that combines nativity and age at migration was created distinguishing "native born" (reference), "foreign born who migrated between ages 1 and 17," "foreign born who migrated between ages 18 and 34," and "foreign born who migrated between ages 35 and 49." Those foreign born who migrated after age 50 are excluded from the analysis.
Several variables correct for biases associated with differential survival, mortality, and attrition. Age at first interview (centered at 50) helps to account for differential survival before entering the study. Dummy variables for the respondents who died during the period of the study and for the respondents who dropped out of the study help evaluate possible biases due to mortality and attrition, respectively. A dummy variable was included if interview questions were answered by a proxy (most likely, by spouse or other relatives). For Hispanic respondents, the models control for the language of the interview, which was extracted from the original HRS files and merged with the RAND HRS data.
I construct separate models for Hispanic and nonHispanic older adults. The first set of models includes Note. SD = standard deviation; "SD between" reflects average differences between the participants at one time point; "SD within" reflects average changes for each participant over time.
only the nativity/age at arrival variable, controlling for sex and race, to test for the hypothesized differences in SRH by nativity and among the foreign born at age 50 and beyond. Because there were few respondents who identify as Hispanic and black, race was excluded from the models for Hispanics. Model 2 includes the control variables, adjusting the results for mortality, attrition, proxy interview, and language of the interview for Hispanics. Finally, Model 3 adds education and education by age-atarrival interaction terms to assess how the differences in educational attainment affect the changes in SRH and to test whether education has the hypothesized smaller effect on SRH for the foreign born. The statistical analysis was conducted in STATA 11.
Results
Table 3 presents the descriptive statistics for non-Hispanic and Hispanic subsamples. Despite the fact that Hispanics are younger than non-Hispanics, on average, they report worse SRH (2.70 and 3.18, respectively). Not surprisingly, the share of foreign born is significantly higher among the Hispanic subsample. Most foreign born migrated between ages 18 and 35. Non-Hispanics have about four more years of education than their Hispanic counterparts. Over the study period, Hispanics experienced lower mortality and attrition but had a higher percent of proxy interviews. The descriptive statistics by age at arrival for both subsamples are presented in the Supplementary Tables A and B. Table 4 presents the coefficients from the random-intercept models of SRH for non-Hispanic older adults. The constant may be interpreted as an estimated mean SRH at age 50 for native-born white men. The rate of change coefficient is an estimated linear rate of change in SRH after age 50. As Model 1 shows, regardless of age at arrival, at age 50, all non-Hispanic foreign born report better SRH than their native-born counterparts, although the difference is statistically significant only for those who migrated after age 18. Despite the immigrant health advantage at age 50, those who migrated after age 35 experience a faster health decline. Consistent with previous research, older adults who identify as black or "other" race report worse SRH at age 50 than whites although they experience slower health decline afterward. In contrast, gender differences are not statistically significant at age 50, but women experience a slower decline in SRH in old age.
Self-Rated Health of Non-Hispanic Older Adults
Model 2 adds the control variables. Subsequent mortality and proxy interviews are associated with poorer SRH at age 50 and faster health declines afterward. Attrition, on the other hand, is associated with somewhat better SRH at age 50, but considerably faster health decline. Older age at first interview is associated with better SRH. These control variables also reduce the size of all coefficients presented in Model 1, except for gender and the rate of SRH change for the native-born men. Controlling for mortality and attrition, women tend to report worse SRH at age 50 compared with men, but men experience faster health declines afterward.
Model 3 adds education and the interaction coefficients between age at arrival and education. Each additional year of education is associated with a 0.128 improvement in SRH for the native born although higher levels of education are associated with a somewhat faster rate of SRH decline. As expected, the educational gradient is significantly smaller for the foreign born, ranging from 0.092 (0.128-0.036) per year of schooling for those who migrated as children to 0.071 (0.128-0.057) for those who migrated between ages 35 and 49. Even though the size of the gender and race coefficients is reduced, they are still statistically significant in Model 3. Educational differences explain neither the SRH advantage at age 50 for the foreign born who migrated after age 18 nor the faster health decline for those foreign born who migrated between ages 35 and 49. Table 5 presents similar models for Hispanic older adults and shows that Hispanic native born report worse baseline SRH compared with non-Hispanic native-born whites (additional models on the pooled sample, not shown but available upon request, indicate that these differences are statistically significant). Moreover, at age 50, Hispanic foreign born who migrated between ages 35 and 49 report worse SRH compared with the native born. In contrast with non-Hispanics, there is a significant gender difference with Hispanic women reporting worse SRH at age 50 compared with Hispanic men. Similar to non-Hispanic women, however, Hispanic women experience slower health declines afterward.
Self-Rated Health of Hispanic Older Adults
The effects of the control variables added in Model 2 are very similar to those for non-Hispanic older adults. For Hispanics, however, subsequent mortality is associated with slower SRH decline, and proxy interview status is not associated with worse SRH at age 50. Consistent with earlier studies, the respondents who chose to be interviewed in Spanish report considerably worse SRH at age 50, accompanied by slower SRH declines afterward. Model 2 also shows that foreign-born Hispanics have somewhat better SRH at age 50 compared with the native-born Hispanics once the differences in mortality, attrition, and language of the interview are taken into account. But these controls also reveal that those foreign-born Hispanics who migrated after age 18 experience faster health declines after age 50.
As Model 3 demonstrates, each additional year of education for the native-born Hispanics is associated with only a 0.081 increase in SRH. Adjusting for education increases the SRH advantage of the foreign-born Hispanics, reflecting their lower levels of education. Those foreign-born Hispanics who migrated between ages 18 and 34 have the largest and only statistically significant advantage over the native born at age 50. Despite this advantage, however, foreign-born Hispanics who migrated after age 18, and especially after age 35, experience steeper health declines afterward.
SRH Trajectories After Age 50
To visualize these results, Figures 1 and 2 present predicted SRH trajectories after age 50 for hypothetical white (for non-Hispanics, Figure 1 ) men with 12 years of education who was first interviewed at age 50, never attrited or used a proxy for an interview, survived over the period of the study, and completed interviews in English (for Hispanics, Figure 2 ). They show clearly the disparities in SRH resulting from the differential rate of health decline after age 50. First, even though at age 50 all foreign born have better SRH compared with the native born, the health advantage is the largest for those who migrated in young adulthood (ages 18-34). Second, older age at migration is associated with a steeper health decline after age 50. Among both Hispanics and non-Hispanics, those foreign born who migrated after age 35 experience faster deterioration in SRH after age 50 compared with the native born. Unlike non-Hispanic young adult immigrants who were able to preserve their health advantage over the native born beyond age 50, Hispanic young adult immigrants experienced faster decline in SRH than the native born. This results in a crossover of the SRH trajectories around age 60 and an immigrant health disadvantage in older age for young adult Hispanic immigrants.
Discussion and Conclusion
As the number of older foreign born in the United States continues to grow due to ongoing immigration and population aging, their health status will figure more and more Note. Standard errors in parentheses. ***p < .001. **p < .01. *p < .05.
prominently in our understanding of the health of older Americans. Previous research is inconsistent in assessing the health status of older immigrants. On the one hand, the "immigrant health paradox" literature, which tends to focus on health disparities by nativity in the general population, finds that immigrants are relatively healthy when they arrive to the United States, but their health advantage becomes smaller over time and eventually disappears. By contrast, studies that specifically examine the older foreign born find that longer time in the United States is associated with better health. As this article shows, downplaying differences among the foreign born, particularly by age at arrival, is likely to conceal the fact that although some foreign born are able to preserve good health as they age, others experience relatively fast health decline and end up being disadvantaged in later life. Using longitudinal data from the 1992-2008 HRS, this research tests this theoretical framework by examining the SRH trajectories of the native and foreign born after age 50. The results show that even though most immigrants report better SRH compared with the native born at age 50, there are significant differences in the rate of decline in SRH by age at arrival. Those who migrated as children are the most similar to the native born in terms of SRH trajectories, which is not surprising given small (if any) health selectivity and relatively good opportunities for upward social mobility among this group. Those who migrated in young adulthood have the largest health advantage at age 50, which likely reflects strong initial health selectivity that carries over into midlife. Non-Hispanic young adult immigrants also manage to preserve this health advantage well into old age, presumably, benefiting from the improved socioeconomic status, better environmental health conditions, and access to high-quality health care that come with professional employment in the United States. By contrast, despite a health advantage at age 50, Hispanic young adult immigrants experience a steeper decline in SRH afterward, which might reflect their accumulated burden of disease Health and Retirement Study, 1992-2008 (N = 11,863 ; n = 2,257) , 1992-2008. Estimates are for white men with 12 years of education, first interviewed at age 50, never attrited or used a proxy interview, and survived over the period of the study (based on Model 3, Table 4 ).
due to hazardous jobs, poor working conditions, underinsurance, and limited access to non-emergency health care. Consequently, this group finds itself in a SRH disadvantage vis-à-vis the native-born Hispanics after about age 60. Finally, despite a sizable SRH health advantage at age 50, both non-Hispanic and Hispanic foreign born who migrated in late adulthood experience considerably faster health declines in old age. A steeper health decline among middleaged foreign-born newcomers may result from long exposure to unfavorable conditions in the home countries and from limited opportunities for socioeconomic incorporation in the United States.
Consistent with the previous studies and my theoretical expectations, this research found a smaller protective effect of education on health among the foreign born compared with the native born, and this effect is even smaller for those who migrated in older age. More research is needed to fully understand the sources of these differences, but it is possible that better health of the less-educated foreign born is related to both selectivity and healthier lifestyles. Low education among the foreign born reflects limited opportunities for schooling, rather than poor health in childhood or delinquent behavior (Bean et al., 2012) . Worse health outcomes among the highly educated older foreign born, especially those arriving at advanced ages, may be caused by relatively long exposure to unfavorable environmental conditions in the home countries, unhealthy habits (e.g., high rates of smoking among men), and limited opportunities for socioeconomic incorporation in the United States due to their age and lack of acculturation. Health and Retirement Study, 1992-2008. Estimates are for men with 12 years of education, first interviewed at age 50, never attrited or used a proxy interview, completed interviews in English, and survived over the period of the study (based on Model 3, Table 5 ).
The fact that SRH disparities by nativity and among the foreign born in later life depend not only on age but also on age at migration has important implications for the "immigrant health paradox" literature. Treating all foreign born as a homogeneous group underestimates the differences in the initial health selectivity among immigrants and in their ability to preserve good health afterward. As this research shows, older age at migration is associated with a smaller health advantage at age 50 and a faster decline in SRH in old age. Thus, assessing changes in immigrants' health over time without taking into account the age at migration is likely to result in biased estimates of health trajectories, especially if the data are cross-sectional.
These results have important public policy implications. First, those foreign born who migrate in older ages are at higher risk of faster health declines in later life, even though this might not be apparent at age 50. They are apt to have the highest need but the lowest access to health care services (Reyes & Hardy, 2013) . Second, the health of older Hispanics who migrated as young adults warrants attention. Despite a sizable health advantage at age 50, they experience steeper decline in SRH compared with their native-born counterparts, which could be related to harsh working conditions and the discrimination they experience in the United States along with limited access to preventative health care. Finally, higher levels of education of the foreign born do not translate into the same level of good health as for the native born. Even well-educated immigrants may be at risk of poor health in old age, especially if they arrived in old age.
Offering a framework for better understanding the health disparities among immigrants in later life and evaluating it for SRH, this article opens up opportunities for further investigation of this important area of inquiry. Replicating patterns of health change after age 50 with other health measures is an obvious next step. Although SRH is an extremely popular measure, it has limitations. Previous research found that different ethnic and sociodemographic groups assess their health using slightly different criteria and numerical scales (Dowd & Todd, 2007) . Hispanics may complain about physical health when they have personal or social problems (Finch, Hummer, Reindl, & Vega, 2002) . This is an important point as, for example, depression or other mental health issues may be related to a steeper SRH decline of older foreign-born newcomers who are likely to experience difficulties with adaptation in the United States. Some immigrants rate themselves in poorer health than the native born because of the cultural connotations embedded in language (Kimbro et al., 2012; Viruell-Fuentes, Morenoff, Williams, & House, 2012) . Even though objective measures, such as presence of chronic health conditions (e.g., diabetes or heart disease), are less prone to cultural bias, immigrants are likely to underreport presence of chronic health conditions because many of them lack access to health care and timely diagnosis (Pitkin Derose, Bahney, Lurie, & Escarce, 2009). Other subjective health measures, such as the presence of functional limitations, are also prone to cultural bias (Tirodkar, Song, Chang, Dunlop, & Chang, 2008) . Because no measure is perfect, it is particularly important to rely on multiple indicators when studying older immigrants' health.
This article points to other opportunities for future research. Hispanics are a highly heterogeneous group. Because Mexicans constitute the largest share of Hispanic foreign born (and the vast majority of the Hispanic native born in this age group), it is possible that the results presented in this article are driven by patterns found among Mexicans. The faster health declines of young adult Hispanic immigrants may be related to the fact that many of them were (or still are) undocumented, although the data to test this hypothesis are rarely available. It is often challenging to estimate the exact age of migration because some foreign born make multiple trips back to the country of origin before settling in the United States. More research is needed to determine the extent to which an immigrant health advantage at age 50 is influenced by the "salmon bias" or selective return migration of those foreign born who experienced health problems before age 50. Finally, the HRS provides an inadequate sample of the foreign born from Asian countries, a fast growing population that is likely to be different from both Hispanic and predominantly white non-Hispanic older adults represented in this study. Nevertheless, because age of arrival reflects the processes of immigration, incorporation, and aging that are not unique to any single group, I expect to find similar patterns for other subgroups.
Focusing primarily on assessing the magnitude of health disparities by nativity and among the foreign born by age of arrival, this research considers only a limited number of controls. Subsequent studies that aim at explaining these disparities should look at other factors affecting health in later life, such as income, access to health care, neighborhood quality, and family support. Future research that addresses these limitations will advance our understanding of changes in immigrants' health in later life and the complex interplay of the factors related to immigration, health, and aging. Sciences Bldg., 1400 Washington Ave., Albany, NY 12222. E-mail: zgubernskaya@albany.edu.
